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Abstract 
Background and Problem Statement:  Obesity is a serious, costly, and prevalent chronic 
condition, which affects adults and children all over the world.  There is evidence that clinicians 
fail to screen, diagnose, and treat obesity in accordance with national evidence-based clinical 
guidelines.  The purpose of this DNP project was to explore perceptions, attitudes, and behaviors 
toward obesity management by providers in primary care. 
Methods:  A descriptive qualitative design using semi-structured face-to-face interviews was 
used along with thematic content analysis to analyze data for development of themes.  A 
purposive sample of 12 primary care providers (PCPs), from hospital owned suburban practices, 
was chosen for this study and included six nurse practitioners (NPs) and six physicians age 30-65 
who care for patients with obesity. 
Results:  Participants reported a lack of knowledge, communication, and support for managing 
obesity.  Many different provider approaches to managing obesity were observed, which are 
based on perceptions, beliefs, and anecdotal medicine rather than on scientific evidence.  
Common barriers to obesity management were identified and three major themes emerged: 
Provider centered obstacles, organizational obstacles, and provider perception of patient 
obstacles. 
Conclusion and Clinical/Application:  This study confirms the presence of a trend in the delivery 
of care in a traditional healthcare system that places emphasis and value on episodic visits for 
disease management rather than on prevention. Organizational healthcare policies, protocols and 
guidelines must adapt and change to form a multidisciplinary integrated approach for managing 
this chronic condition. Future clinically and community focused initiatives must be innovative 
and are needed to support primary care providers in their delivery of evidence-based, patient-
centered care to improve outcomes and reduce healthcare cost. 
Keywords:  barriers, attitudes, obesity, primary care providers, obesity management and 
prevention 
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Problem Identification and Significance 
It is estimated that over one billion adults are overweight and 300 million are obese 
worldwide (Pierson et al., 2014).  In the United States (US), more than two thirds of adults and 
one quarter of children aged two through five years are either overweight or obese (Bryant, Hess, 
& Bowen, 2015).  Obesity is associated with decreased life expectancy, even in the absence of 
comorbidities such as cardiovascular disease and diabetes (Greiner et al., 2007).  According to 
the American Heart Association (AHA) (2013), if current trends continue for the first time in 
history life expectancies will decrease, disability rates will increase, and healthcare expenditures 
attributable to overweight/obesity in the US could reach over $957 billion by 2030 (Jensen et al., 
2013).  This study addresses the barriers for primary care providers toward managing obesity in 
small suburban primary care practices. 
Unhealthy nutrition and lack of exercise contribute to the second leading cause of 
preventable death, obesity-related conditions, in the US behind tobacco use (Centers for Disease 
Control (CDC), 2010). Obesity is preventable and often manageable.  Primary care providers 
(PCPs) are uniquely positioned to comply with recent recommendations issued by the United 
States Preventive Services Task Force (USPSTF), which assist and encourage the routine 
screening and management of patients with obesity (USPSTF, 2012).  Unfortunately evidence 
shows variation and disparity on the frequency of discussions by PCPs on weight management.   
Despite the presence of evidence-based guidelines for providers that direct them to screen and 
manage their obese patients, research indicated that only one third of obese patients reported 
receiving weight-related counseling (Bleich, Bennett, Gudzune & Cooper, 2012).  Primary care-
based weight management interventions can successfully achieve modest weight loss (Lewis & 
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Gudzune, 2014) and research demonstrates even modest reductions in weight can lead to 
significant health benefits and reduced costs 
 Research also indicates there is promise for improving patient outcomes when health care 
providers’ practices are rooted in evidence-based science (Stevens, 2013).  Evidence-based 
clinical guidelines prepared by the USPSTF and supported by the World Health Organization 
(WHO), National Institute of Health (NIH) and the American Academy of Family Physicians 
(AAFP) recommend and support screening all adults for overweight and obesity as a critical part 
of overall preventive care (CDC, 2010; WHO, 2012; NIH, 2012& AAFP, 2013).  
Significance 
Obesity is documented as a major preventable public health problem that is expected to 
worsen at alarming rates, and primary care providers are well positioned to initiate the first vital 
steps in an attempt to control this growing epidemic. Primary care-based weight management 
interventions can successfully achieve modest weight loss (Lewis & Gudzune, 2014) and 
research demonstrates even modest reductions in weight can lead to significant health benefits 
and reduced costs 
The information obtained from interviews in this project may positively affect obesity 
management within treatment settings and will be invaluable when instituting Meaningful Use.  
This objective is a national healthcare incentive and uses certified electronic health record 
technology to improve quality, safety, and efficiency to reduce health disparities (HealthIT.gov, 
2012). 
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Definitions 
Body mass index (BMI):  is the tool used to estimate weight in all adults and children 
(NIH, 2012; Jensen et al., 2013; WHO, 2012).  For a BMI calculation:  Divide weight in pounds 
by height in inches squared and multiply by a conversion factor of 703.   
 Normal weight:  If one’s BMI is between 18.5-24.9 it falls within the normal range. 
Overweight:  If one’s BMI is between25-29.9it falls in the overweight range. 
Obese:  If one’s BMI is between 30-39.9 it falls in the obese range. 
 Morbid obesity:  If one’s BMI is 40 or greater it falls in the morbidly obese range. 
Obesity and overweight are both labels for ranges of weight that are greater than what is 
generally considered healthy for a given height. The terms also identify ranges of weight that 
have been shown to increase the likelihood of certain diseases and other health problems. 
Behavior, environment, and genetic factors can affect whether a person is overweight or obese 
(CDC, 2012).  The terms overweight and obesity refer to an excess amount of weight or body fat 
respectively (WHO, 2012).  
Literature Review 
A literature review was conducted to evaluate current and previous research on the 
phenomenon of interest, which is obesity management by primary care providers.  The literature 
was searched using the key words and phrases:  Obesity, barriers, attitudes, primary care 
providers, obesity management, and guidelines.  A total of 75 citations were identified and 
reviewed from the literature search using Medline and CINAHL. The literature search was 
further limited using references from 2007 to 2015 and only those written in the English 
language. International studies were included.  Eight qualitative studies were chosen as most 
relevant for in-depth phenomenon of interest for this current project.  Five studies were 
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conducted in the US, two in the United Kingdom (UK) and one in Germany. A table of evidence 
is included (Appendix A). 
In the first study by Walker and colleagues (2007), semi-structured interviews were used 
to obtain information.  The researcher interviewed 18 practitioners including PCPs and NPs.  
Common barriers were lack of evidence for effective interventions, time constraints, lack of 
training, and lack of resources (Walker, Strong, Atchinson, Saunders,  & Abbott, 2007).   
In an analysis of patient-physician encounters the researchers indicated that dietary 
advice and increased physical activity, as strategies for weight loss, were most often discussed 
(Heintze et al., 2009).  This study also demonstrated that although a dialogue approach between 
patient and provider was key for effective weight loss management there was little agreement 
among providers for weight loss goals. 
A survey was sent to 340 physicians in South Carolina to elucidate the self-described 
strengths and weakness in terms of addressing weight management.  Study findings 
demonstrated that providers reported low skill levels in the use of behavioral change strategies, 
and a lack of knowledge on nutrition, exercise and weight medications.  The participants 
expressed a high level of need for education in these areas (Roundtree et al., 2009). 
Common attitudes and barriers were identified in a qualitative study using semi-
structured interviews.  Gunther and colleagues study (2012) included both provider and patient 
responses. Barriers for the patient were lack of motivation, previous experience of failure, stigma 
issues, and cost of services.  Barriers for the provider barriers were lack of counseling skills, 
inconsistent approach, and guidelines were not relevant to their patients (Gunther, Guo, Sinfield, 
Rogers, & Baker, 2012).  
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A cross-sectional online survey was used to evaluate provider barriers to managing 
obesity as well as potential solutions to improve adherence to guidelines and obesity 
management (Bleich, et al., 2012).  A lack of knowledge was agreed upon and listed as a barrier 
to providing adequate obesity care.  Solutions included additional training, organizational 
changes and support needed to help improve caring for their patients with obesity.  
Two qualitative studies conducted in the United Kingdom and Australia used semi-
structured interviews with practice nurses (same as APN’s in the US).  Findings demonstrated 
that practice nurses were interested in obesity management despite many barriers and low 
confidence levels.  Researchers agreed that more training was needed to increase their 
knowledge and expertise and to improve confidence with providing approaches to encourage 
healthy lifestyle changes (Nolan et al., 2012 & Robinson, Denney-Wilson, Laws & Harris, 
2012). 
Lewis and Gudzune (2014) found many barriers to effective obesity management in their 
review of the literature.  Challenges to obesity management were:  Lack of PCP training, 
provider weight bias, lack of reimbursement, lack of time, and limited ability to refer patients 
appropriately.  Researchers concluded that providers were quoted as saying, “weight gain reflects 
the patient’s lack of will-power and laziness, and “I don’t have time to discuss weight with my 
patients” (Lewis & Gudzune, 2014, p. 127). 
In summary concepts and themes identified in the literature review regarding obesity 
management included provider, patient, and organizational barriers such as:  Lack of time and 
reimbursement, lack of obesity knowledge for the provider as well as for the patient, limited 
awareness or access to guidelines, communication, patient readiness and compliance.  These are 
variables that prevent effective management.  Less common but more personal themes found 
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were: stigma issues, lack of confidence broaching the subject, and lack of knowledge of effective 
approaches to counseling.  Although themes identified in the literature review are instructive, 
they do not provide an understanding of the highly personal themes that may be present among 
primary care providers who care for patients with obesity.  
Link Between Current Literature and Project Idea 
Evidence obtained from this literature review demonstrates a need for assistance to 
manage obesity among PCPs.  Results are intended to provide the researcher with information 
and strategies that will assist in the identification of current obstacles and challenges at the study 
site.  The current study was warranted in order develop and provide solutions to facilitate access 
to a structured evidence-based management plan.  The new findings from this project may 
ultimately improve adherence to national obesity guidelines for primary and secondary 
prevention at the study site to improve the health of the population. 
Previous literature confirms the presence of healthcare systems that place emphasis and 
value on volume and episodic visits for disease management rather than on quality outcomes and 
prevention. Many common barriers are present which inhibit the successful management of 
obesity in primary care.  The literature review reinforced a need for further research to determine 
the scope and components of an integrated and comprehensive management team for assistance 
with obesity care within a particular organization.  This nurse practitioner-driven research was 
developed and implemented to identify specific obesity barriers at the study site to determine 
solutions and to create an evidence-based multi-disciplinary approach to improve obesity 
management and patient outcomes. 
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Purpose and Clinical Question 
The idea and purpose of instituting this DNP project at the study site was based on a 
needs analysis, which demonstrated an increasing prevalence of obesity and comorbidities 
associated with this chronic disease in small suburban practices.  The researcher wanted to 
understand the highly personal attitudes and perceptions of these PCPs in order to find solutions 
to improve obesity management in this cohort. 
The primary goal and purpose was to understand perceptions, attitudes, and beliefs held 
by PCPs on the subject of obesity, which may shed light on the barriers preventing effective 
obesity management.  The PICOT question is:  Among providers in a primary practice who care 
for patients with obesity, what are the perceptions, attitudes, and behaviors toward obesity 
management? 
Aims 
Aims were to describe PCPs: 
1) Attitudes about obesity management; 
2) Perceptions of obesity management; 
3) Reported behaviors regarding obesity management within their own practice 
environment, and; 
4) Identify commonalities, which may be present to better understand barriers and introduce 
ways to be more effective in their obesity management. 
Methods/Implementation/Design 
A qualitative descriptive design was chosen to explore the subjective, individual and 
highly personal experiences of PCPs and to gain insights into the meaning of obesity 
management in this population.  Data were collected using semi-structured interviews.   
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Conducting qualitative research in naturalistic settings aims to bridge the gap between 
current research and practice by studying participants in their natural setting and observing 
behavior in their world which is crucial to understand the meanings of their behavior under 
unique, highly personal, and constantly changing conditions (Morse, 1997). 
Conceptual Framework 
The conceptual framework used is the Theory of Planned Behavior (TPB). Fishbein and 
Azjen, (1975) provided the theoretical basis for the described concepts of interest.  The theory 
stated that, behavior is guided by beliefs about likely outcomes, expectations of colleagues and 
organizations, and motivation to comply with expectations.  Within this framework positive 
attitude, greater perceived control, and positive beliefs about organizational pressure will lead to 
behavior change. The link between the TPB concepts and variables of interest in this project are 
illustrated (Appendix B). 
The Theory of Planned Behaviors was used to understand and explore attitudes and 
beliefs and may be applied to change the behavior of PCPs toward obesity management.  Within 
this framework normative or behavioral beliefs are linked to a positive or negative outcome.  
Behaviors followed by rewarding events are strengthened and those reinforced by punishing 
events are weakened (Fishbein & Azjen, 1975).  Using this framework may illustrate how 
barriers related to certain perceptions, attitudes, and behaviors toward obesity will affect provider 
ability to effectively manage obesity.  
Participants and Inclusion Criteria 
Purposive sampling was chosen in order to recruit participants that had the requisite 
knowledge and experience and worked in primary care.  The primary care providers volunteered 
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to participate and were chosen based on their experience and knowledge of the phenomena of 
obesity and for the purpose of sharing that knowledge (Penner & McClement, 2008).   
Study participant included 12 primary care providers in total six physicians and six nurse 
practitioners (NPs).  This fifty-fifty distribution allowed a comparison between physicians and 
nurse practitioners as well as different perspectives between males and females and can 
contribute to the richness of the data.  
Inclusion criteria for study participants include: Possession of at least one year of 
experience in primary care, and between 25 and 65 years of age.  Both men and women were 
eligible and individuals from diverse racial and ethnic cohorts were offered participation. 
Exclusion criteria are primary care providers <25 and > 65 years of age, and those primary care 
providers who do not care for patients with obesity on a regular basis.   
Setting 
Participants were recruited from a quarterly provider meeting within a suburban primary 
practice study site conference room.  The participants were sought privately one on one, from a 
large group of primary care providers entering the spacious room for a quarterly meeting. The 
study took place at 12 different sites; all hospital-owned primary care practices, located in the 
Mercer County NJ area.  
Recruitment 
Participants were privately recruited through voluntary participation at the study site.  
Written consent was waived, the primary investigator privately and confidentially approached 
potential participants to discuss an overview of the study including the purpose, participant 
involvement, timeline, and a number to call if they were interested in the study or if they had any 
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questions (Appendix C). Both the IRBs of Drexel University and the study site approved the 
study. 
Data Collection Procedures 
Participants chose their interview setting, which included a comfortable conference room 
or private office located within their own primary care practices.  Data included socio-
demographic information including age, sex, race, credentials, ethnicity, and years experience in 
primary care (Appendix D), and responses to six open-ended general questions focused on the 
topic of obesity.  Six interview questions were developed by the researcher in collaboration with 
the committee based on the literature review and topic of interest (Appendix E).   
Data collection began using face-to-face semi-structured in-depth interviews conducted 
by the lead researcher. The interviewer used probes and prompts and re-focusing rather than a 
highly structured approach in order to allow the participant the freedom to discuss what he or she 
felt was important.  Participants were encouraged to be frank at the outset and were told there 
were no right answers in order to encourage honesty.  It was also made clear to the participants 
that they had the right to withdraw from participation at any time. 
Interviews took no longer than 45 minutes and were recorded on a hand held digital 
recorder owned and protected by the researcher. Statistics, prevalence, and obesity facts were not 
provided pre-interview but were distributed to each participant after all responses were received 
(Appendix F).  
Data Management 
The lead researcher/interviewer transcribed all interviews. Information was de-identified, 
assigned a unique identifier, saved and stored in an electronic database in a locked secure place 
and will be monitored by the lead researcher for at least three years or until publication is 
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completed.  The researcher and only the researcher will decide when this information will be 
viewed, presented, or used for further research.  
Data Analysis 
Socio-demographic data was analyzed using descriptive statistics to obtain, frequencies 
and percentages, means, and standard deviations.  NVivo software version 10.2.1 was used to 
analyze, manage and shape qualitative data. A process used with qualitative information known 
as thematic-analysis guided analysis of data. This process included recognition, encoding 
information and interpretation of that information as a way of analyzing, seeing, and making 
sense out of all data received from the interview (Boyatzis, 1998). 
Data were analyzed at three levels:  First each transcript was coded for concepts and then 
grouped into conceptual categories.  Words and short phrases that struck the researcher as 
significant or worthy of attention were highlighted. The stated aims guided the research in level 1 
coding for concepts.  Second, these concepts were grouped into conceptual categories related to 
the specific aims and emerging themes not previously reported in the literature.  At this level of 
analysis (level 2) the researcher searches for patterns and groups similar categories into themes.  
This process was chosen for its ability to identify themes found in the information obtained from 
participants in their own practice setting. The outcome of data analysis was three common 
themes that describe provider perceptions, attitudes and behaviors toward obesity management.  
Assuring Scientific Integrity 
Information received from this research was evaluated for rigor and trustworthiness to 
demonstrate integrity and competence of the findings.  Rigor is a way of assessing truth and 
consistency as a way to be sure that the findings are clearly derived from the data and represent 
reality (Tobin & Begley, 2004). 
EXPLORE OBESITY MANAGEMENT  
 
18 
Second and third expert researchers were utilized along with the lead researcher to 
partially examine and analyze the transcript data and themes identified.  This confirmed the 
presence of stable and sensible themes and sub-themes identified from the participants responses.  
The researcher also assessed the participants’ views and opinions of the findings utilizing 
member checking, which is considered to be “the most critical technique for establishing 
credibility” (Creswell, 2013, p 252).  This process provided an opportunity to understand and 
evaluate what the participant intended through his or her own words and actions. 
Timeline 
The researcher conducted this study over a period of one year.  Design of the study took 
place over two months during the summer of 2014.  Interviews, data collection, cleaning and 
sorting of data took place over approximately six months.  Analysis, interpretation, presentation, 
and reports will be executed over approximately three to four months (Appendix G). 
Human Subjects Protection 
Project was submitted for approval to the Institutional Review Boards of Drexel and the 
study site according to the policy of the individual organizations and both waived consent. There 
were no patients involved in this study and there was minimal risk for participants.  
Confidentiality and privacy was of utmost importance and all information was de-identified, 
assigned a unique identifier, saved and stored in an electronic database in a locked secure place 
monitored by the researcher. 
If at any time sensitive information was received from the participant during the 
interview, he was reminded that the interview was being audiotaped and the researcher re-
confirmed his consent to participate. The lead researcher protected the privacy and 
confidentiality of all study information. 
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The lead researcher informed the medical directors from primary care practices and the 
vice-president in charge of all owned practices about the study to inform and obtain permission 
to perform the study and to ultimately present study findings.  The information retrieved from 
this study will be brought back to the primary care practice settings, and the findings will be 
distributed to the participants and staff in the form of an in-service education session, and/or 
poster presentation for nurses week 2016.  Study results will provide a foundation to identify 
solutions to overcome the difficulties in managing obesity in this cohort. Findings will be 
presented at the next quarterly provider meeting scheduled for December 2015. 
Results 
 There was agreement among the research committee in the development of the final 
themes and sub-themes used in this discussion.  The researcher divided possible causes for 
difficulty in responsibly managing obesity into three major themes or domains:  Provider-
centered obstacles, organizational obstacles, and provider perception of patient obstacles.  The 
thematic analysis is summarized (Figure 1 and detailed in Table 2 and Figure 2). 
Characteristics of Participants 
There is a 50% distribution of physicians to NPs.  Seventy percent of participants were 
women and approximately 83% of participants were Caucasian.  Sixty seven percent of the 
providers had more than ten years experience in primary care and the other 33% had between 
four and six years of primary care experience.  The percentage of participants over sixty years of 
age was 33% while the majority was between 30 and 50 years old.  Individual demographic 
information is displayed (Table 1). 
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Themes 
Theme 1:  Provider-centered obstacles.  The theme of provider-centered obstacles is 
defined by the researcher in this project as: Barriers or difficulties originating from the primary 
care provider, that are present on a daily basis, and that prevent primary care providers from 
delivering responsible, evidence-based obesity management.  In general, the provider sub-themes 
identified from the interviewees included: 1a) Lack of knowledge, and 1b) Intrapersonal and 
interpersonal processes. Both sub-themes are described in detail below. 
Sub-theme 1a:  Lack of knowledge.  This sub-theme is defined as knowing nothing or 
little about all components of obesity management   Providers generally verbalized a lack of 
information regarding obesity statistics, prevalence, and comorbidities directly related to obesity. 
A statement that captures the attitudes of all is: 
My knowledge is…bad and getting worse, I think it’s (obesity) a huge crisis, that’s 
exponentially expanding.  I see it getting worse, I’d say 50% are obese; I don’t have the 
details of prevalence in our community. I guess it’s just my lack of knowledge.  I 
sometimes wonder…(pause and staring into space)… do we have enough knowledge to 
be skilled enough to provide the care.  Most providers don’t have the time or the 
knowledge to address obesity, but I think there should be more of a medical education 
and awareness of obesity for all of us. 
 
Participants’ comments demonstrated a lack of knowledge regarding evidence-based 
guidelines, dietary facts, and referral processes for this chronic illness. Several providers 
mentioned the guidelines and this statement captures the theme:  
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The guidelines are always changing, I am not sure where to access these guidelines, I 
think it’s evidence-based, I’d have to look at where it comes from, the guidelines are very 
vague, it’s just anyone with a BMI over 30 should be referred, I think. 
 
Providers commonly agreed and made statements regarding their own personal 
knowledge of nutrition facts and dietary information such as this statement: 
Even providers don’t know which diets to follow; there is a lot of dietary confusion out 
there.  I just tell people to eat fruits and vegetables and shop at Whole Foods and Trader 
Joes.  
  
All providers expressed a familiarity of the referral system to dieticians and nutritionists, 
however they verbalized concerns, and also had questions about whether time spent counseling 
would be covered by insurance. The following comments illustrate this point: 
 We refer to nutritionists and dieticians, if it is covered; I think we have a couple of them 
 at this study site?  I don’t know of any obesity clinic to refer to…do you?  I think there is 
 a medical obesity clinic setting up somewhere, I also don’t  agree with some of our 
 nutritionists, dietary information and what they are telling my patients. 
 
 All 12 providers verbalized their lack of knowledge, training, and education in counseling 
skills and techniques for initiating the conversation sensitively and subsequent obesity 
management.  The following statement was typical: 
 I don’t want to offend my patient’s, if I see they are not open to it, I back right off, I don’t 
 want to embarrass them, I am not really sure on how to approach or broach the subject 
 without offending them.  If I had more obesity counseling training like smoking cessation 
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 training, I would be able to bring it up more often.  I just wonder if I am even qualified to 
 discuss this topic.  Isn’t there some kind of motivational interviewing technique? 
 
 Sub-theme 1b:  Interpersonal and intrapersonal processes influence behavior.  This 
sub-theme is defined as the very personal intimate communication among individuals, which 
guides and influences their behavior.  Throughout each interview there was evidence of the 
participant appearing to be examining their own personal attitudes and beliefs about obesity, 
obese people, and obesity management.  Some providers seemed to struggle with their own 
weight issues and had their own personal ideas on how to lose weight. The following was a 
common sentiment among participants, 5 were conspicuously overweight and one of them 
stated: 
 I could do better myself with obesity. I try to follow a healthy lifestyle and I have my 
 problems, and I’m not the thinnest person in the world.  How can I be the one telling 
 patients to lose weight when I am dealing with my own weight issues.  I understand 
 where they are coming from but I feel uncomfortable talking about weight.  I know it is 
 a lifelong struggle for me and for them.  
 
Providers discussed their personal thoughts and feelings about the stigma of obesity.  
Stigma has been defined as an attribute that was deeply insulting and reduces a person from a 
whole and normal person to a discounted one (Malterud & Ulriksen, 2011).  Among the sample 
participants, only the physicians discussed the patient stereotype and acknowledged the 
difficulties it presented in their interaction with their obese patients.  One of the physicians stated 
the following: 
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 I think the patient has some responsibility of his or her own, and anyway…he or she did 
 this to himself. If they are open I tell them, “you are accountable for yourself, and you 
 can’t be lazy or just eat whatever you want.” I think obese people are all the same, 
 they have no self-control and are kind of lazy and just don’t care.  You must have stopped 
 exercising, and ate improperly… and you know if you are going to play you have to pay. 
 
Theme 2:  Organizational obstacles.  This theme is defined as a lack of information, 
services, aid, and support, available and readily accessible from the organization to the providers 
to enable and facilitate successful evidence-based obesity management.  Participants commonly 
reported organizational barriers during their discussions.  
Sub-theme 2a:  Organizational culture.  This sub-theme is defined as a system of 
beliefs, attitudes, and values held by a particular organization.  All participants agreed there was 
a lack of value and importance placed on obesity management within the organization from the 
top down. Participants were not aware of any educational or seminar services to inform and 
improve obesity awareness and management for primary care providers.  There was no admitted 
knowledge of standard guidelines available for use among any of the participants.  Participants 
universally agreed that aid should be available and provided by their organization to help carry 
out their daily duties in order to be effective in managing chronic illness.  
Some participants stated that their contracts included bonuses and rewards for being 
productive and for seeing as many patients as possible in a day, and not on outcomes.  They 
elaborated and focused on the “fee for service” model, which creates daily pressure to meet a 
quota of patients in their daily routine.  The following statements illustrate this point: 
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You know I have to keep my numbers up.  I have to see as many patients as I can in a 
day, and my bonus depends on it.  Anyway, now I think we are punished somehow if we 
don’t meet our number quota.  It’s about profit. 
 
Participants requested a need for more resources and communication for education on 
obesity counseling and comprehensive management. They all seemed to believe that obesity 
should be a higher priority within the institution as well as in their practices.  This participant’s 
comment was typical:  
Our organization doesn’t seem to promote much in terms of obesity management.  I think 
 we all need more training on the issue from the top, but I suppose there is a lack of 
 resources.  I am not aware of any policy, practice guideline, or organizational assistance 
 for my obese patients.  I think the only program is the bariatric program.  Obesity 
 management should be discussed at our quarterly provider meetings. 
 
Sub-theme 2b:  Support and services.  This sub-theme is defined by the lead researcher 
as the provisions or tools needed by the professional and provided by the organization for 
responsible obesity management.  All participants commented on the need for development of 
multidisciplinary teams to manage obesity stating that obesity was a complicated multifactorial 
condition. None was aware or made mention of any comprehensive structured obesity 
management team within the study site.  A participant stated: 
We need a comprehensive weight loss center.  We definitely need a team, no one person 
can do it alone, we need a nutritionist, an exercise person, and maybe a psychologist to 
deal with all the psychological stuff.  Each member of the team should focus on a 
different aspect of obesity management. There are so many aspects of obesity that fall 
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outside of our realm as providers.  Breast cancer and heart disease have comprehensive 
programs in place, why not obesity? 
 
 Participants discussed the importance of having more time allocated within a visit to 
discuss health promotion and behavior changes.   Lack of time was considered a barrier by all 
participants who stated in different ways that the lack of consultation time allocated impaired and 
often hindered their ability to search for resources and guidelines, which resulted in either 
complete absence of or unsuccessful management of obesity.  This statement illustrates the sub-
theme: 
 There is no time in our schedules, the practice manager limits our visits to 20 
 minutes, and you couldn’t possibly manage obesity with all of the other things we 
 have to talk about in one visit.  It’s got to be short and sweet; because once you start 
 talking about obesity…you know that subject can be very extensive. 
 
 Participants often discussed the complexity of insurance issues and many participants 
admitted to a lack of knowledge of proper coding to obtain reimbursement for time spent on 
counseling for obesity. The following statement exemplifies the sub-theme: 
You know it is not reimbursable… if it is I am not aware of that.  Do you know any of the 
codes?  It would be helpful to have a list of codes for reimbursement.  I think that time 
and reimbursement are the two major reasons for not discussing obesity during a 
visit…after all if we don’t have enough time, and we aren’t getting paid, why bother? 
 
Theme 3: Provider perception of patient obstacles.  The final theme is defined as 
provider perceived patient issues that influence and affect patient decisions to follow medical 
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advice from their primary care provider. Although patients were not interviewed for this research 
project all providers agreed that the patient was largely responsible for the success or failure of 
his or her own weight loss.  The providers commented on the importance and necessity of patient 
responsibility, motivation, readiness, compliance, and capability.   
Sub-theme 3a:  Patient knowledge, readiness, and capability.  This sub-theme is defined 
as the providers’ belief that the patient has correct facts and information along with willingness, 
ability, and the enthusiasm to make a change. Participants verbalized a perception that their 
patients had a dearth of knowledge with regard to obesity, and lack an understanding of the 
seriousness and health implications of their condition.  One provider stated:  
 I think a big part of it is a patient issue, they are responsible for their own health, and 
 they need awareness and education.  You have to educate them. They have no idea of 
 what will happen to them or to their children. They just don’t know the seriousness of 
 this. 
 
Participants stated that patients were often not ready to talk about obesity, and they 
agreed that without some sort of motivation or lead from the patient one should not start the 
conversation.  Participants confidently stated that even if patients were motivated, they were 
often not compliant.  This statement is illustrative of the sub-theme: 
Patients are sensitive. If they aren’t open to the discussion (and I can usually tell), I don’t 
go there.  Some people are just not approachable.  They are not motivated, and that is key 
to success.  And sometimes even if they are  motivated, they just fall off…the wagon you 
know. They have repeated weight loss failures and they usually give up.  Compliance is 
just as important as motivation.  I had one patient who was so motivated and that’s why 
she was successful. 
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All participants agreed that the personal attitudes and beliefs of obese patients and the 
presence of family social support in favor of obesity have an impact on changing behavior.  This 
provider perceived obesity acceptance within the family unit is thought to nurture their poor 
health unknowingly. One participant summed it up best and stated:  
For most of the patients it’s cultural, they say, “my boyfriend likes me this way,” or 
sometimes they won’t even admit they are overweight. Their husbands and wives, parents 
and siblings are all overweight, and they just don’t get it, it is like… (Pause)…. accepted.  
I guess if you are living with people who don’t care, then you don’t care!  It’s the new 
normal.  I can’t get through to them, it’s what they have known their whole life.” 
 
Participants found the concept of barriers to managing obesity easy to understand, and 
had no difficulties in discussing this topic without extra prompting or encouragement from the 
interviewer. Many common barriers were identified and participants had no trouble stating that 
their lack of knowledge and other existing obstacles hindered their ability to provide responsible 
care to this population.  
Discussion 
Clinical Application 
Based on study findings, in order to improve provider adherence to evidence-based 
guidelines for responsible obesity management in this cohort, the topics that must be addressed 
are:  Provider-centered obstacles, organizational obstacles, and provider perceived patient 
obstacles.  The interviews were instructive.  They revealed many different provider approaches 
to managing obesity, which are based on perceptions, beliefs, and anecdotal medicine rather than 
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on scientific evidence. Therefore an integrated approach focused on patient satisfaction, 
population health and reducing healthcare costs should include and address the factors identified 
from the interviews with providers.  These are described below.  
With regard to provider obstacles, this study highlighted a significant need for additional 
provider education along with increased training for obesity management to optimize patient 
outcomes. Education should include a presentation of the study findings in the form of a power-
point presentation at the next quarterly provider meeting at our organization.  Findings will also 
be presented at the Advance Practice Nurse Council meeting whose members are key 
stakeholders intended to drive practice.   
Provider education will include introduction of new effective interventions that will 
combine education with behaviorally oriented counseling to assist patients with skills, motivation 
and support.  These new approaches will be evidence-based and patient-centered to prepare 
providers with the skills to effectively change patient behavior.   
Training should include introduction of known effective behavior change strategies such 
as motivational interviewing (MI) and the five A’s.  The five A’s:  Assess, Advise, Agree, 
Assist, and Arrange, is an emerging behavior change model used by PCPs to encourage behavior 
change among their patients. The USPSTF chose to adopt the five A’s construct because it was 
judged to have the highest degree of empirical support for each of its elements and because of its 
use in the existing literature (USPSTF, 2013). The five A’s model can be implemented in 5 or 10 
minutes which allows for integration into an office visit.  This model was originally modeled by 
the National Cancer Institute to assist with smoking cessation.  There is evidence that clinicians 
can be highly effective using this evidence-based model (Sherson, Jimenez & Katalanos, 2014). 
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Motivational interviewing (MI), another known and effective science-based strategy 
recommended for use by the USPSTF, is a goal oriented patient-centered style of counseling 
used to change behavior.  Motivational interviewing is a technique in which the provider 
becomes a helper in the change process and key to success is an acceptance of your patient. MI 
can help resolve the ambivalence that prevents clients from realizing personal goals. 
Motivational interviewing builds on Carl Rogers' humanistic theories about patients’ ability for 
exercising freedom of choice and changing through a process of self-actualization. The 
therapeutic relationship for both Rogerian and motivational interviewers is a democratic 
partnership (Miller & Rollnick, 1991). The above two approaches will be presented to the PCPs 
at an upcoming quarterly provider meeting. 
With regard to organizational obstacles the first change must include transforming 
protocols and practice guidelines within the organization for the new innovative patient-centered 
health care delivery models.  Concrete tools to assist providers in managing obesity must be 
developed by providers in concert with patients.  The organization must address current policy 
and protocol and make changes where needed as a result of current study findings and with 
guidance from the lead researcher. 
  Nurse practitioners are well positioned to advocate for changes in organizational, local, 
and national policies and protocols by getting involved in order to educate and encourage a 
necessary shift from episodic disease management to health promotion and chronic illness 
management.  At the root of these changes is a focus on an evidence-based, patient-centered 
supportive culture.  Provider incentives and bonuses might be awarded only for achieving good 
outcomes, and not just for productivity and patient volume.  
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An investment in collaboration with several clinical and community disciplines must be a 
strategy to create an integrated framework for care delivery.  One way to do this is to foster a 
partnership with the information systems (IS) department and the health sciences library for the 
purpose of creating educational programs and accessing information, along with the 
establishment of a multidisciplinary team.  This will ensure that providers have the tools needed 
to effectively manage obesity within their organization.  
With regard to patients, participants perceived that efforts may be futile and do not want 
to dedicate the time to changing patient behavior with regard to weight and healthy lifestyle.  
Current study findings indicated that providers might place blame on the patient and perceive 
that they are largely responsible for their weight gain and should take part in the challenge to 
lose weight.   Managing this chronic condition among the vulnerable can be challenging given 
the fact that many determinants may be out of the control of the disadvantaged population 
(Bryant, Hess & Bowen, 2015). 
Research demonstrated that education, engagement, and empowerment of the patient are 
likely to play a role in successful weight loss (WHO, 2012).  Social determinants of health 
(SDH) related to obesity are designated by Healthy People 2020 as a national priority topic area.  
NPs have the knowledge and an awareness of patient circumstances and their effect on outcomes 
(Bryant, Hess & Bowen, 2015). Therefore, SDH must be considered in the initial assessment of 
obese patients in order to provide tailored effective approaches.  This will involve consideration 
of the patient and the community that they live in.  The provider must consider education level, 
socio-economic status, and access to healthy food, family structure and other community issues 
that may affect healthy lifestyle.  NPs can work with study site organization, local government 
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officials, schools, and communities to support and promote changes to impact the prevalence and 
outcomes for obesity. 
The study site organization has received federal funds to begin a wellness program 
among overweight/obese children in the Trenton area, as Trenton was identified to have one of 
the highest child obesity rates in the state.  I am working with key stakeholders and plan to 
become more involved in this community program to improve health among our children.  The 
development of community gardens, food pantries, and entrance into special supplemental 
nutrition programs such as Women Infants and Children (WIC) are all federally funded food 
assistance programs and ways for NPs to become directly involved (NJ Department of 
Health/WIC, 1975).  The WIC program was developed in 1975 and recently added a fruit and 
vegetable voucher for promoting healthier food consumption.  WIC participants receive free 
nutrition education, breastfeeding peer counseling support if needed and supplemental foods for 
up to one year based on eligibility. 
Obesity is documented as a major preventable public health problem that is expected to 
worsen at alarming rates and primary care providers are well positioned to initiate the first vital 
steps in an attempt to control this growing epidemic. Evidence obtained from this study 
demonstrated a need for assistance to manage obesity among PCPs.  Study results provided the 
researcher with information and strategies that assisted in the identification of current obstacles 
and challenges at the study site.   
Summary 
The study findings from this research are consistent with the current body of qualitative 
research that explored barriers encountered by primary care providers when managing obesity in 
their practices.  Previous literature identified a lack of knowledge, support, time and patient 
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involvement combined with providers own personal thoughts and feelings as barriers to obesity 
management and these findings were similarly identified as barriers in the current study. 
Findings correspond directly to the stated aims, and specifically demonstrate the 
behaviors, attitudes, and beliefs of the primary care provider participants toward obesity 
management. Current findings present dissimilar provider approaches toward managing this 
chronic illness and demonstrate how lack of knowledge and support along with certain patient 
behaviors can become impediments to evidence-based care and good outcomes.  
There was agreement among the research committee in the development of the final 
themes and sub-themes used in this discussion. The researcher divided possible causes for 
difficulty in responsibly managing obesity into three major themes or domains:  Provider- 
centered obstacles, organizational obstacles, and provider perception of patient obstacles.  
Thematic analysis is summarized in Figure 1 and detailed themes, sub-themes, and dimensions 
of sub-themes summarized in Table 2 and Figure 2. 
The Theory of Planned Behavior was used and demonstrated that if a provider believed 
that; a) there was not enough time within the visit; b) there would not be reimbursement for the 
visit; c) he or she did not possess the knowledge of community resources and or referrals; or d) 
he or she was not adequately prepared to counsel on obesity management effectively, a 
discussion would not be held due to the perception of probable failure or ineffectiveness. 
Interventions to change provider behavior may be directed at attitudes and perceptions of 
behavioral control. 
It is anticipated that current project findings will be a major contribution in the 
participating organizations’ efforts to increase provider utilization of scientific research to guide 
patient management and to increase adherence to the USPSTF and American Heart Association 
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guidelines on obesity screening (USPSTF, 2012; Jensen et al., 2013). As a potential member of 
the board of directors for the new study site medical group I will make every effort to review and 
make changes to policy, protocols, and individual practice guidelines for management of chronic 
illness and specifically obesity management.   
Several evidence-based practice models are available for organizational and practice 
change and are useful because of their emphasis on critical thinking (Schaffer, Sandau & 
Diedrick, 2012).  The Knowledge-to-Action (KTA) framework developed by Graham and 
colleagues in Canada in the 2000’s will be recommended for use.  This framework is being used 
in practice today and is one of the most frequently cited conceptual frameworks for knowledge 
translation.  The KTA framework was developed as a systematic method to address gaps in the 
use of evidence based medicine for decision-making and measure change. Knowledge obtained, 
such as problems, barriers, and interventions become refined and influence the action phases.  
This framework offers the flexibility to be combined with other frameworks as it is responsive to 
practitioner preferences and context specific needs (Field, Booth, Ilott & Gerrish, 2014). This 
model can be applied to any complex health problem. This and other models will be considered 
and introduced to facilitate in identification of the best model for each provider practice.  
Implementation of these innovative models will provide guidance for the process of 
organizational and practice change and can be used by all providers to improve obesity 
management practices. 
The traditional health care approach remains predominant and a shift to prevention is 
needed to create compatible values among organization, providers, and patients to ensure good 
outcomes.  Risk factors for obesity begin at birth, and therefore a clinical and community 
approach is needed.  Due to the increase in prevalence, health implications, and cost of this 
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chronic condition, study results support a presumption that a new framework focused on 
prevention is needed to specify and articulate the distinct and shared roles of providers in the 
new care delivery system.  The Affordable Care Act (ACA) provides support for these new and 
innovative strategies because of its emphasis on prevention.  The ACA health care legislation 
was passed by Congress and signed into law by President Obama in 2010 (USDHHS, 2013).  
Current study findings identified common barriers to managing obesity and these obstacles 
triggered a strong negative impact on provider ability to provide optimal care. This concept is 
demonstrated in Figure 3.This figure demonstrates the imbalance between provider intentions to 
responsibly manage obesity and deliver optimal care and the obstacles present to providing that 
care.  
Strengths and Limitations 
In purposive sampling with small numbers, the sample population may not necessarily be 
entirely the population that the researcher is trying to reach.  Such a small variation in the sample 
used for this study may have caused deviance in the final results.  The sample demographics did 
not necessarily represent the demographics of the general population of primary care providers.  
This may affect transferability or the degree to which the results of this research can apply or 
transfer beyond the bounds of the project. The participants were mostly Caucasian, and a more 
diverse representation and an even gender distribution might have provided a more 
comprehensive understanding of the phenomenon.  
Projection had to be avoided, as the lead researcher was familiar with the topic of interest 
and had strong views on obesity management.  The lead researcher made every effort not to 
project those views on the participants, which might affect their responses and have an impact on 
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data analysis.  For this reason, researchers need to strive to make decisions based on accepted 
responses and criteria, not on what will best support their theory.  
The provider knew the participants and therefore social desirability bias was also a 
potential source of difficulty within this type of qualitative research using interviewing 
techniques (Redeimeier & Dickenson, 2011).  Participants might have embellished their answers 
regarding management of obesity during the interview in order to “look good” to the researcher.  
The qualitative descriptive design approach selected for this study was successful in 
identifying barriers and interventions that can be utilized to address local practice issues for 
obesity management. This was originally chosen and utilized to bridge the gap between current 
research and practice by studying participants in their natural setting and observing behavior in 
their world which is crucial to understand the meanings of their behavior under unique, highly 
personal and constantly changing conditions. The similarity of findings from the participants 
provided justification for this chosen method of inquiry. 
The lead researcher did a majority of the coding of information. However, two committee 
members assisted and reviewed the material to insure credibility of the findings and the resulting 
themes. There were no gaps or unexplained phenomena; therefore the lead researcher was 
empirically confident that saturation had been achieved. 
Participants will be provided with study findings including common obstacles identified 
and similarities between participants.  Sharing these findings along with interventions for 
assistance and new care delivery models hopes to assist providers in their adherence to national 
guidelines for evidence-based obesity management.   
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Recommendations for Future Research 
Future qualitative research is warranted to achieve a better understanding of the specific 
components of obesity care. A new design developed by The Institute for Healthcare 
Improvement (IHI) called the Triple Aim involves the improvement of patient experience, and 
population health, and reduction of cost of care (Institutes of Healthcare Improvement, 2012).  
This design should be used as a guide for improving outcomes for patients with obesity (Figure 
4).  A clinical/quality improvement study might be done to determine how to optimize the effect 
of a team-approach to obesity management.  Care-delivery models can then be developed based 
on the results for weight loss support and responsible obesity management and multidisciplinary 
teams can deliver them and evaluate the outcomes.  Future research might test known theory-
driven evidence-based counseling methods for obesity, which should be patient-centered and 
focus on healthy lifestyle and behavior change.  
Future research to determine patient perceptions toward obesity and toward the provider 
managing their obesity in a focus group setting with primary care providers present, may educate 
and assist providers to better understand obese patients thoughts, attitudes, and beliefs. 
Conclusion 
The researcher (Appendix H) will attempt to unravel the complexities of this changing 
healthcare organization in order to identify, address, and remove the cultural, attitudinal, and 
technological barriers toward obesity management.  It is imperative that the healthcare beliefs 
and values regarding treatment of chronic illness are compatible between organization and 
providers to ensure success in the combat of this challenging condition. 
In conclusion, the pressure on hospital CEOs, healthcare leaders, and PCPs in the 
transformation of healthcare is intense.  There is much competition with other organizations, 
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declining reimbursement, and the need to deliver safe, efficient, high-quality services.  In order 
to carry out system change and to be successful healthcare leaders must let go of existing 
behaviors and attitudes and adopt a progressive way of thinking about healthcare and take 
advantage of the rapid advancement of technology for creating innovative new healthcare 
delivery systems (Patrick, 2015).  The end result could be a healthcare system focused on 
patients and one that uses an accountability-oriented, fee-for-value model to optimally manage 
chronic illness. 
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Tables 
Table 1 
Socio-demographic Characteristics (N = 12) 
Characteristic   Number of Respondents (n)   % 
Age in Years 
 31-40    5    41.7 
 41-50    3    25.0 
 51-60    2    16.7 
            >60<65   2    16.7 
Gender 
 Male    4    33.3 
 Female   8    66.7 
Race 
 African-American  0     0.0 
 Caucasian   10    83.3 
 Asian    1      8.3 
 Other    1      8.3 
Ethnicity 
 Hispanic   1      8.3 
 Non-Hispanic   11    91.7 
Credentials 
 Doctor of Medicine   6    50.0 
 Advanced Practice Nurse  6    50.0 
Years in Primary Care 
 1-3    0       0.0  
 4-6    2    16.7 
 7-10    2    16.7 
 >10    8    66.7 
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Table 2 
Themes, Sub-themes, and Dimensions of Sub-themes  
Themes            Sub-themes and Definitions                  Dimensions of Sub-themes 
 
  Provider-Centered 
Obstacles 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Organizational 
Obstacles  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Provider Perception of 
Patient Obstacles  
 
 
 
Lack of Knowledge with regard to three content 
areas defined as knowing little or nothing about 
obesity and management 
 
 
 
 
 
 
 
Intrapersonal and Interpersonal Processes defined 
as the personal beliefs and communication among 
individuals 
 
 
 
 
Organizational Culture defined as a system of 
beliefs, attitudes, and values held by a particular 
organization that contribute to the psychological 
environment 
 
 
 
 
Support and Services defined as provisions or tools 
needed by the provider and provided by the 
organization 
 
 
 
 
 
Patient Knowledge, and Readiness (having the 
correct facts and information along with a 
willingness, an ability, and the enthusiasm to make 
a change) 
Content:  Statistics, prevalence, and 
comorbidities 
Content:   Initiating the conversation and 
counseling skills 
Content:  Evidence-based guidelines for obesity 
management, dietary facts, nutritionist or 
bariatric referral process 
 
Providers’ intimate and personal, thoughts, 
beliefs, and attitudes about obesity and stigma 
along with anecdotal medicine influence and 
guide behavior  
 
 
Rewards (bonuses) and punishments (non-
renewal of contracts) focus on productivity and 
revenue earned, not on quality outcomes, and 
constant pressure to improve profits  
Lack of value in the process, no focus, 
discussion or priority on health promotion, 
current policy focus on volume not quality care 
No education seminars or communication on 
broad cost of obesity and health implications 
disseminated to providers 
Time to manage obesity not allocated, insurance 
reimbursement codes not provided, EMR not 
utilized to its potential, lack of structured team-
based obesity management program, complicated 
referral process 
 
 
Regarding: obesity seriousness, prevalence, 
comorbidities, and implications for health 
Personal thoughts and attitudes about obesity 
guide behavior, patient circumstance may 
impede success 
Lack of support system may hinder weight loss 
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Figures 
Figure 1. Thematic Analysis Summary:  Relationship among Themes 
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Figure 2.  Themes, Sub-themes, and Dimensions of Sub-themes 
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Figure 3. Intentions and Subsequent Barriers to Obesity Management 
 
 
 
 
 
 
 
 
  
Responsible Evidence-based Obesity Management Ineffective Obesity Management 
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Figure 4.  Design of a Triple Aim Enterprise 
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Appendices 
Appendix A. Table of Evidence 
 
Author, Year 
and Funding 
 
Purpose 
 
Methodology 
 
 
Findings 
 
Limitations/Conclus
ions 
Bleich, S. et al., 
2012.  
Supported by 
three grants 
from the 
National Heart, 
Lung, and 
Blood Institute 
 
 
 
 
 
 
 
 
 
 
 
 
Gunther, S. et 
al., 2012.  
National 
Institute for 
Health 
Research 
Collaboration 
for Leadership 
in Applied 
Health 
Research and 
Care in UK. 
 
 
 
 
 
 
 
 
Heintze, C., et 
al., 2009. 
To describe 
physician 
perspectives on 
the causes of and 
solutions to 
obesity care and 
identify 
differences in 
these perspectives 
by number of 
years since 
completion of 
medical school. 
 
 
 
 
 
 
 
To uncover and 
describe barriers 
and enablers to 
implementing 
recommended 
guidelines on 
management of 
obesity in general 
practice using 
qualitative 
methods 
 
 
 
 
 
 
 
 
 
To assess GP’s 
and patients’ 
Design:  National cross-sectional 
online survey 
 
Participants: 500 primary care 
physicians 
 
Inclusion:  
Physicians who treat patients 
with obesity 
 
Variables/Measures  
Physicians perspectives on 
obesity management 
 
 
 
 
 
 
 
Design: Qualitative study of semi-
structured interviews in urban and 
rural practices 
Participants: all had experience in 
weight management 
• Seven general practitioners 
(GP) 
• Seven practice nurses (NP) 
• Nine overweight and obese 
patients 
•  
Variables/measures 
Beliefs, barriers and enablers to 
effective obesity management for 
providers 
Barriers and enablers and support 
evaluated from patients 
 
 
 
Design:  Qualitative Descriptive 
Study of audiotaped interactions 
PCP’s overwhelmingly 
supported additional 
training needed and 
practice based changes 
to help improve their 
obesity care. 
 
Physicians with fewer 
than 20 years since med 
school were more likely 
to identify patients’ lack 
of information about 
healthy eating habits and 
they felt more successful 
helping obese patients 
lose weight, although not 
clinically significant 
 
 
 
Barriers included stigma, 
cost of private sector 
services, previous patient 
experiences, GP and 
practice nurse do not feel 
responsible for obesity 
management, lack of 
skills, lack of 
consistency in care. 
 
For patients trust issues, 
provider not bringing up 
obesity to discuss, 
previous experiences 
 
 
 
 
 
 
Considerable differences 
in lengths of audiotaped 
Measures in this study 
did not represent the full 
possible spectrum of 
attitudes and behaviors 
in the literature. 
 
Conclusion:  Results 
indicate a perceived need 
for improved education 
related to obesity 
management 
 
 
 
 
 
 
 
 
 
Practical method was not 
validated and this 
straightforward quick 
method does not provide 
evidence for 
generalization to other 
settings. 
Sample did not allow 
researcher to describe 
varied views held by 
men and women. 
 
There are many barriers 
to implementation of 
guidelines for obesity. 
 
 
 
 
 
Small sample of 
participating GP’s who 
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The Federal 
Ministry of 
Education and 
Research. 
 
 
 
 
 
 
 
 
Lewis, K., and 
Gudzune, K.A.  
2014.  Kaiser 
Permanente 
Center for 
Health 
Research 
Atlanta, GA 
and the 
Division of 
General Internal 
Medicine, Johns 
Hopkins 
University 
School of 
Medicine, 
Baltimore MD. 
 
 
 
Nolan, C. et al., 
2012.  Primary 
and Community 
Care Research 
Support 
Programme 
funded by Guys 
and St. 
Thomas’s 
CharitableTrust. 
 
 
 
 
 
 
Robinson, A., et 
al. 2012.   
 
University of 
New South 
Wales Faculty 
of Medicine, 
practices and 
attitudes regarding 
overweight 
encountered 
during preventive 
counseling talks. 
 
 
 
 
 
 
To review 
challenges to 
obesity 
counseling in the 
primary care 
setting and 
suggest potential 
solutions. 
 
 
 
 
 
 
 
 
 
 
 
 
To explore the 
professional and 
practice-based 
factors affecting 
the role 
legitimacy and 
adequacy of 
practice nurses in 
managing obese 
patients. 
 
 
 
 
 
 
To explore the 
current practices, 
attitudes, 
confidence and 
training needs of 
Australian 
practice nurses 
between GP and patient during 
preventive counseling talks. Fifty-
two dialogues were transcribed and 
submitted to qualitative content 
analysis 
Participants: GP’s and overweight 
patients  
Variables/Measures: patients’ and 
provider attitudes and practices 
toward obesity counseling 
 
 
Design: Clinical Review, Review of 
Literature 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Design: qualitative study, using 
semi-structured face to face 
interviews. 
 
Participants: 22 practice nurses in 
South London. 21 female 1 male. 
 
Variables/measures 
Factors that affect role legitimacy 
and adequacy of provider in 
managing obesity 
 
 
 
 
 
Design:  mixed methods pilot study 
using questionnaires and semi-
structured interviews 
 
Participants: 59 PN’s from General 
Practice in South Wales 
 
consults 
Mostly females 
discussed complex 
counseling 
Trend of this study 
demonstrates a 
significant gender 
differences in the style 
and length of medical 
encounters 
 
 
Many challenges to 
obesity counseling in 
primary care: 
 
Lack of primary care 
provider (PCP) training 
Provider weight bias 
Lack of reimbursement 
Lack of time during 
encounter 
Limited ability to refer 
patients to weight loss 
support programs 
 
 
 
 
 
 
 
Positive factors: 
Belief that obesity was 
part of chronic disease 
management 
Confidence in their own 
communication skills 
Adequate training and 
organizational support to 
spend time with patients 
Negative factors: 
Lack of knowledge of 
obesity guidelines, 
referral options, lack of 
approach and 
motivational techniques 
 
PN’s described 
preventive work as 
enjoyable despite 
barriers including lack of 
confidence. 
GP’s and employers 
largely determine PN’s 
agreed to audiotape their 
talks. 
 
Important information 
revealed regarding 
strengths and 
weaknesses of 
overweight and obesity 
counseling by GP’s. 
 
 
 
Although there are 
challenges, these 
challenges and gaps in 
care can be overcome by 
continuing education 
programs for obesity 
management skills and 
communication skills, 
and taking advantage of 
new health care benefits 
coverage and deliver 
care models. 
 
 
 
 
 
 
 
 
No data on whether 
practice nurse was a 
nurse practitioner 
Nurses were told ahead 
of time that the interview 
was about guidelines and 
they may have prepared 
for the interview. 
 
Practice nurse have the 
potential to impact obese 
patients.  Need guidance 
and training 
 
 
 
Small sample of PN’s. 
Those responding to the 
survey may have a 
special interest in obesity 
management and does 
not reflect the broader 
views of the PN 
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Early Career 
Research Grant 
 
 
 
 
 
 
 
Roundtree, S., 
et al.  2009.  
Blue Cross Blue 
Shield of South 
Carolina 
Foundation to 
the SC 
Coalition for 
Obesity 
Prevention 
Efforts. 
 
 
 
 
 
Walker, O., et 
al., 2007.  
Rotherham 
Primary Care 
Trust obesity 
service 
evaluation, UK. 
 
(PN) surrounding 
obesity in the 
primary care 
setting 
Theory of planned 
behavior used as a 
framework 
 
 
To better evaluate 
the care of obese 
children, 
adolescents, and 
adults, by 
assessing primary 
care providers’ 
self-described 
knowledge and 
competence in 
obesity 
management. 
 
 
 
 
To explore 
general 
practitioners’ and 
practice nurses’ 
views in relation 
to their role in 
treating childhood 
obesity. 
 
 
 
Variables/measures 
Primary care providers current 
practice regarding obesity 
Questionnaires and semi-structured 
interviews 
 
 
 
 
Design: Qualitative study using 
survey instrument (developed using 
literature review) and questionnaire 
(containing 25 items) to obtain 
information regarding obesity care. 
 
Participants: Physicians or Nurse 
Practitioners from primary care 
practices in South Carolina. 
 
Variables/measures 
Survey instrument and Likert style 
questionnaire (validity and reliability 
not discussed) 
 
 
Design: Qualitative study 
 
Participants: 18 practitioners (12 
GP’s 6 Nurses) who worked in 
General Practices. 
 
Variables/measures 
Views related to their role in obesity 
management 
Face-to-face semi-structured 
interviews, data analyzed using 
framework analysis 
 
 
 
 
 
 
roles with priority given 
to acute care not 
preventive. 
 
 
 
 
 
 
Providers recognize their 
role in addressing child 
and adolescent 
overweight and obesity, 
however most reported 
low to moderate skill 
levels for behavioral 
management strategies. 
 
 
 
 
 
 
 
 
Participants felt that they 
were responsible to raise 
the topic of obesity but 
ultimately was a social 
and family problem. 
Barriers identified were: 
time, lack of training, 
lack of resources, 
sensitive topic issues, 
lack of positive evidence 
for interventions and 
outcomes affected 
willingness of provider 
to discuss the issue. 
workplace. 
Lack of piloting of 
questionnaire used. 
 
 
 
 
 
 
Small sample size, and 
may have been biased by 
their special interest in 
obesity. 
 
Overall, physicians 
caring for adults feel 
more confident in 
knowledge of treatment 
protocols but less so in 
their skill at addressing 
behavior changes.  
Education and resources 
are needed in this area. 
 
 
Participant’s chosen 
using opportunistic 
sampling from one 
primary care area it may 
only reflect views of 
local clinicians with an 
interest in obesity. 
 
Providers felt their main 
responsibility was 
raising the topic of 
obesity.  Clinicians find 
it difficult to discuss due 
to the sensitivity of the 
topic. 
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Appendix B.  The Theory of Planned Behavior 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
  
Behavioral attitudes 
Attitudes, perceptions and behavior 
toward obesity and management of 
obesity 
 
 
 
Subjective norms 
Current lack of education and 
knowledge about importance of 
obesity management 
Beliefs about colleagues’ 
perceptions and behavior toward 
successful obesity management 
 
Perceived behavioral control 
Current perception of failure. 
Provider barriers, including time 
management, lack of counseling 
education and out dated perception 
of reimbursement issues will affect 
optimal care.  PCPs are not equipped 
with facilitators for successful 
obesity management  
 
Intervention/Interview 
Obesity interview questions in an 
individual private setting including:  
Perceptions, attitudes, behaviors on 
current obesity management will be 
discussed 
 
 
Intention 
To explore and identify perceptions 
and attitudes toward obesity 
management with a goal to improve 
successful management of obesity 
Behavior 
Improve knowledge and confidence 
to achieve successful management of 
obesity within this primary care 
practice 
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Appendix C.  Recruitment Script 
Recruiter:  Hello, I am part of a team of nurses and faculty at Drexel University College of 
Nursing and Health Professions conducting a DNP research project. 
Research Title 
Perceptions, Attitudes, and Behaviors of Primary Care Providers Toward Obesity Management:  
A Qualitative Study 
Research Objectives 
The purpose of this project is to understand provider roles, confidence, knowledge and interest 
on the subject of obesity, which may shed light on the resulting barriers, which prevent effective 
obesity management. The information obtained will enable and assist the chosen Primary Care 
Provider (PCP) participants to adhere to national guidelines and successfully screen and manage 
their obese patients within the study sites owned primary care practices.   
The study is being conducted by Dr. Ellen Giarelli, Kathleen Bornhoeft, & Dr. Ann Curley 
Would you like to hear about participation in the study? 
Provider:  No 
Recruiter:  Thank you for your time.  If you change your mind please call Kathleen Bornhoeft at 
609-915-0180. 
Provider:  Yes 
Recruiter:  Participation involves completing a self-administered questionnaire to obtain 
demographic information, which will take approximately 5 to 10 minutes.  Kathleen Bornhoeft 
will then interview you.  The recorded interview will take approximately 45-60 minutes and will 
be conducted privately at a time and place that is convenient for you. After you complete your 
interview, your participation in the study is over.   
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We will not include your name or any other personal identifiable information that will link the 
answers to you.  All information will be interpreted and analyzed to develop common themes. 
The information retrieved from this study will be brought back to the primary care practice 
setting where data was collected, and the findings will be distributed to the participants and staff 
involved in the study in the form of an in-service education.   
Finally, participation in this study is completely voluntary; if you decide not to participate there 
will be no negative consequences or repercussions.  Please be aware that if you decide to 
participate you may stop participating at any time and you may decide not to answer a specific 
question. 
Do you have any questions? 
Provider:  No 
Provider:  Yes 
Recruiter:  Gives provider the questionnaire and goes over information form. 
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Appendix D.  Socio-demographic Questionnaire 
 
1. What is your age?     
20-30__  
31-40__  
41-50__  
51-60__  
>60__<66 
2. What is your sex?     
M__    
F__ 
3. What is your race?   
African American__ 
Caucasian__    
Asian__    
Other__ 
No answer__ 
4. What is your ethnicity? 
Hispanic__ 
Non-Hispanic__ 
No answer__ 
5. What are your credentials?    
MD__     
DO__    
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APN__    
PA__ 
6. How many years have you been in primary care?    
1-3__    
4-6__    
7-10__    
>10__ 
 
 
 
 
 
 
 
 
 
 
 
 
 
EXPLORE OBESITY MANAGEMENT  
 
57 
Appendix E. Interview Script and Questions 
Interviewer: Hello, my name is Kathleen Bornhoeft and I am a DNP student at Drexel 
University.  I am preparing a project proposal for a descriptive qualitative research study to 
explore and describe the attitudes, behaviors and perceptions to adult obesity management of 
primary care providers.  Thank you for agreeing to this short 30-60 minute interview.   
Interviewer: Hello, my name is Kathleen Bornhoeft and I am a DNP student at Drexel 
University.  I am preparing a project proposal for a descriptive qualitative research study to 
explore and describe the attitudes, behaviors and perceptions to adult obesity management of 
primary care providers.  This will be a confidential recorded session with no identifiers and this 
will be shared only with my professor at Drexel University for learning and critique purposes.  
This interview will be stored safely with my professor and me and all elements of confidentiality 
will be utilized to protect this information.  Do you have any questions before we begin? 
It is likely that you will care for patients with this chronic condition of obesity.  Tell me, what is 
your knowledge and thoughts on the obesity, where and how did you obtain your knowledge of 
this chronic illness and do you feel comfortable and at ease discussing obesity with your 
patients? 
What are your thoughts about primary and secondary prevention and secondly what are your 
personal and professional beliefs about prevention of obesity and comorbidities associated with 
it? 
What is your idea of “ideal obesity management”, what does it look like, and who would make 
up your team to be successful in preventing and/or managing obesity? 
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What is the likelihood that you can make a difference in a patient with obesity, and tell me about 
a time when you were effective in managing a patients’ obesity? 
You have a busy schedule of patients every day with time constraints on each visit.  Are you 
aware of organizational support available for provider management of obesity and if yes what 
kind of support exists and what would you add or change in your organization to help you be 
successful when managing your patients with obesity? 
Research identifies a stigma or discrimination of obese persons in primary care and some 
providers perceive this as justifiable and may use this as a motivation tool for patients to develop 
healthy lifestyle behaviors. What are your thoughts on the topic of stigma and would you feel at 
ease discussing this topic and would you use this as a motivation tool to encourage your patient 
to help himself?   
 
 
 
 
 
 
  
EXPLORE OBESITY MANAGEMENT  
 
59 
Appendix F.  Obesity Facts Handout for Participants 
• Overweight and obesity are defined as abnormal or excessive fat accumulation that may 
impair health (World Health Organization (WHO), 2012).   Body Mass Index is a simple 
index of weight-for-height that is commonly used to classify overweight and obesity in 
adults.  It is defined as a persons’ weight in kilograms divided by the square of his height 
in meters (WHO, 2012).  A BMI > or = to 25 is overweight, a BMI > or = 30 is obesity. 
• Prevalence is the percentage of a population that is affected with a particular disease at a 
given time. 
• Obesity is a current crisis in the United States and in the world and worldwide obesity has 
nearly doubled since 1980 (WHO, 2012).  Previous research demonstrates there is sub-
optimal identification and treatment of obesity. 
• 35% of adults aged 20 and over were overweight in 2008 and 11% were obese. 
• 65% of the worlds’ population live in countries where overweight and obesity kills more 
people than underweight 
• More than 40 million children under the age of 5 were overweight or obese in 2012 
(WHO, 2012). 
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Appendix G.  Timeline 
 
 
 
  
 
  
Design 
• Sum
mer 
2014 
IRB approval 
• February 2015 
Participants 
chosen and 
data 
collection 
• January 
through 
May 
2015 
Data Analysis 
• March through 
August 2015 
Outcome 
summary 
and 
disseminati
on of 
findings 
• July 
through 
October 
2015 
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Appendix H.  Lead Researcher Biography 
The primary investigator has been in the healthcare industry for over 30 years with a focus on; 
prevention of disease, health promotion, and strategies for successful obesity management.  As a 
primary care provider for 14 years, the researcher has identified through research and practice 
that screening, documentation, and management of obesity is crucial and is of utmost importance 
in the fight to reduce and eliminate the comorbidities associated with this very prevalent 
preventable disease. Success rate is high within her scope of practice for obesity management. 
The researcher has presented and been involved in several local community education 
programs focusing on health promotion and lifestyle changes to improve quality of life.  All 
providers in her current practice disseminate health promotion information on a daily basis 
utilizing Twitter and Facebook Internet technology.  Monthly blogs are written with a variety of 
health information as an important part of our contribution to raising awareness and providing 
needed health promotion information to our community. 
 
